in-person qualitative interviews (30-60 minutes) were conducted by 1 of us (M.H.). The interview protocol explored clinicians' recent experiences with second opinions, focusing on self-reported behaviors and emotions regarding providing a second opinion (easy/challenging aspects, consultation approach, communication with/about colleagues, and outcome and back-referral), and referring for a second opinion (easy/challenging aspects, response to patients' request, and communication with the second-opinion consultant). During data acquisition, the interview protocol was refined based on initial analysis. Recruitment was terminated when data saturation, defined as 3 consecutive interviews yielding no new information, was reached. 6 The study was approved by the institutional medical ethics review board of the Academic Medical Center, Amsterdam, the Netherlands, and oral informed consent was obtained from all participants. Interviews were fully transcribed anonymously and entered in MAXQDA, version 12 (Verbi Software). Analysis was conducted by 2 of us (P.vM. and M.H.) to incorporate researcher triangulation, 5 concurrently with data acquisition. First, transcriptions were independently coded (open coding). Codes were compared and discussed until consensus was achieved. Finally, codes were grouped by theme and hierarchically organized (axial coding). Data triangulation was ensured by seeking disconfirming evidence in the data. As is customary in qualitative research, all findings were substantiated by the most representative quotes, not by numerical data (Table) .
Results | After 26 interviews, data saturation was established.
Of the 26 cancer specialists interviewed, 14 (54%) were female; the mean age (range) was 47 (35-65) years. All specialists interviewed reported that they cooperated with patients' requests for second opinions, although they frequently doubted the added value. They recounted various response strategies, including referring patients to prevent damaging the physician-patient relationship (quotation 1 [Q1], Table) ; proactively offering the option of second opinions, hoping this would enhance trust and obviate patients' need for the actual opinion (Q2); and trying to convince patients to reconsider the request (Q3). Feelings of insecurity or offense were reported only when respondents had already committed themselves deeply to patients' treatment (Q4) or when patients had arranged a second opinion without informing them (Q5). Specialists who provided second opinions struggled with feelings of helplessness toward patients if their opinion was in accordance with the first opinion and they thus took away the patient's hope (Q6). Moreover, respondents struggled with patients' unwillingness to be referred back to the first specialist after the second opinion. To reduce patients' reluctance, they actively tried to restore trust in the first specialist (Q7, Q8). Respondents were hesitant to communicate minor discrepancies with the first opinion to patients, fearing this would harm the patients' trust in the referring specialist, their own relationship with their colleague, or both (Q9, Q10). When differences in opinion were conveyed bluntly between the 2 specialists involved, this resulted in tension or anger (Q11, Q12).
After back-referral, most referring specialists perceived that the physician-patient relationship had strengthened. Especially when both opinions aligned, patients gained acceptance, certainty, and trust (Q13).
Discussion | The second-opinion process is complex and places great demands on the communication skills of medical specialists because of the emotions involved, especially when the attitudes they wish to convey conflict with their true beliefs and emotions. The physicians must balance objectivity with diplomacy to avoid harming their relationship with their patient or colleague. Interpersonal sensitivities between physicians and patients or colleagues may be managed by explicitly ascertaining patients' motivations and expectations, both when conducting and referring patients for second opinions.
Although respondents in this study may not have been fully open about their personal experiences (a potential limitation of this study), the range of emotions identified suggests that acceptable candor was achieved. Addressing the identified challenges in medical training may improve the second-opinion process and enhance collaboration among medical specialists. Our research indicates that although some physicians believe they are often unnecessary, second opinions can strengthen the physicianpatient relationship after back-referral. Future research incorporating subjective and objective outcomes of second opinions should further establish their value.
